DISCUSSION
In Case 1, chest roentgenogram, ECG, echocardiogram, and cardiac pool scintigram indicated the accumulation of pericardial fluid and mitral regurgitation was confirmed by left ventriculography. The presence of myocarditis was confirmed by biopsy. Thus the diagnosis of pancarditis was made on the basis of these findings plus the accelerated erythrocyte sedimentation rate and the elevated CRP reaction.
Since significant changes were noted in the anti-rubella antibody titer in this case, rubella infection was strongly suggested, although the patient had no specific exanthema.
According to the observations1) made during the epidemic of rubella in 1967 in Japan, a considerable numbers of cases without any symptoms or rash but with high anti-rubella antibody titers were reported. There were also cases of encephalitis, meningitis or purpura with elevation of the anti-rubella antibody titer but without the typical rash.2),3) Therefore, the absence of a rash does not rule out rubella infection, especially during an epidemic.
In this case, on admission, postpartum cardiomyopathy (PPCM) was also suspected as a possibility, because heart failure appeared immediately before delivery and then became aggravated.
As the pathogenesis of PPCM, the stress of pregnancy or delivery, allergy to the placenta, nutritional disturbance, and some viral infections, such as Coxsackie B, herpes simplex, measles, etc, should always be considered as possibilities. If the anti-rubella antibody titer had not been examined, this patient might have been erroneously diagnosed as PPCM.
Although PPCM associated with rubella has not been reported so far, the possibility still remains Jap. Heart J. March, 1979 in this case. Nevertheless, there are strong indications that an examination for viral infection should be made before diagnosing PPCM. Case 2 was diagnosed as pleuropericarditis because of the symptoms of inflammation and the presence of pleuropericardial effusion. It is uncertain whether the myocarditis existed or not. Although tuberculous, rheumatic, and viral pericarditis were considered, the symptoms at the onset of the disease and its clinical course did not correspond to them. Previously, cases like this were regarded as being acute benign pericarditis or idiopathic pericarditis, the genesis of which was attributed to viral infection4),5) such as Coxsackie, influenza A or B, picorna, measles, variola, or vaccinia.
As far as we can discover in the literature, up to now only 4 cases have been reported as myocarditis or pericarditis due to rubella. The first case was reported by Logue and Hanson (1945)6) and had myocarditis complicated with transient complete atrioventricular block (CABV). Goldfinger (1947)7) also reported a case with CAVB, and Bianci et al mentioned (1964)8) a case with significant ECG changes. In 1975, a case of a child complicated with transient CAVB was reported from Juntendo University in Tokyo.
Among the viruses, Coxsackie B,9),10) influenza, picorna, mumps, and herpes simplex are well known for their cardiac affinities.11),12) The cardiac affinity of the rubella virus has not been reported until now in detail and attention has been paid only to the relationship between the rubella infection of the mother before the 3rd month of pregnancy and the congenital heart disease of the baby.10), 13) Our experiences suggest that rubella infection should be taken into account in cases of pericarditis or other cardiac involvements encountered during periods when it is prevalent. Examination of the anti-rubella antibody titer, proof of the virus by fluorescent antibody technic and the isolation or culture of the virus have become easily available today.14) Measurement of the anti-rubella antibody titer is particularly recommended because of its simple procedures and great reliability.
